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Aneuploidy Results

Of those 2,282 embryos, 35.2% (n ¼ 803) were euploid,
60.8% (n ¼ 1,388) were aneuploid, and 4.0% (n ¼ 91)
were not analyzable (Table 1). On average, 8.0 � 4.7 (range
1–35) embryos were biopsied and 2.8 � 2.9 (range 0–21)
were found to be normal. A significantly larger portion of
euploid embryos were found on day 5 biopsy compared
with day 3 biopsy (47.0% vs. 31.2%; P< .0001; risk ratio
1.51, 95% confidence interval 1.35–1.68; Table 1). Of note,
there were 52 cycles (18.1%) where there were no available
euploid embryos for transfer. Thirty-four of those cycles
were after day 3 biopsy. The chance of not having aneuploid
embryo increased with age from 5% (4/80) in women <35
years old to 23% (48/207)in those R35 years old (P< .001).
Transfer and Pregnancy Outcomes

Of those 287 biopsy cycles, there were 181 transfer cycles (one
patient had two transfers from one biopsy cohort), 52 cycles



and revealed again the same ‘‘euploid’’ diagnosis as the PGS
one, suggesting mosacism as the cause of the misdiagnosis.

An expected loss rate was calculated based on Brigham
et al.'s expected rates in those with recurrent pregnancy loss
(17, 18, 23) (according to maternal age and number of prior



treatment. A randomized control trial in recurrent miscarriage
patients has not been performed, and some might consider it
to be unethical given the existing data, though not random-
ized, suggesting lower miscarriage rates with PGS in this pop-
ulation. Without an appropriate control group, there is no
way to directly compare the rate of aneuploidy.

In addition, we are greatly limited by the loss to follow-up
leading to selection bias. However, those with transfer data
were similar in baseline characteristics to the larger sample
and those lost to follow-up were younger, so their inclusion
might have improved our results. These results can be extrap-
olated to a large population of RPL patients, because they
came from centers from all over the country. However, this
also leads to a great variability in treatment protocols and
laboratory methods, which may affect outcomes and repro-
duction. Our overall SABR was small, which makes compari-
sons about methods and age difficult to perform.

This study does confirm that idiopathic RPL is mostly
caused by chromosomal abnormalities, with only a residual
6.9% miscarriage rate. These losses demonstrate that a preg-
nancy loss can be a result of a factor beyond euploidy, mosa-
icism, or a genetic abnormality below the resolution of this
technology. These new PGS technologies, aCGH and blasto-
cyst biopsy, may allow us to finally provide RPL patients
with not only an explanation but a cure.
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